The current study examined whether the personality traits of self-criticism or dependency moderated the effect of stressful life events on treatment response. Depressed outpatients (N ϭ 113) were randomized to 16 weeks of cognitive-behavioral therapy, interpersonal psychotherapy, or antidepressant medication (ADM). Stressful life events were assessed with the Bedford College Life Events and Difficulties Schedule. Severe events reported during or immediately prior to treatment predicted poor response in the ADM condition but not in the psychotherapy conditions. In contrast, nonsevere life events experienced prior to onset predicted superior response to treatment. Further, self-criticism moderated the relation of severe life events to outcome across conditions, such that in the presence of severe stress those high in self-criticism were less likely to respond to treatment than were those low in self-criticism.
Over the past 3 decades, numerous studies have demonstrated that cognitive-behavioral therapy (CBT), interpersonal psychotherapy (IPT), and antidepressant medication (ADM) are efficacious in the treatment of major depressive disorder (MDD; see De Maat, Dekker, Schoevers, & De Jonghe, 2006) . However, despite the rigorous implementation of these treatments in randomized controlled trials, a substantial proportion of depressed patients fail to receive any benefit. For example, data from the National Institute of Mental Health Treatment of Depression Collaborative Research Program indicated that response rates among patients who completed treatment were 51% for CBT, 55% for IPT, and 57% for imipramine plus clinical management (Elkin et al., 1989) . Similarly, the STAR ‫ء‬ D project on treatment-resistant depression found that only 30% of patients responded to the initial 12-week trial (Rush et al., 2006) . A very important goal in clinical research, therefore, is to identify factors that predict MDD treatment response, in general, and differential treatment response, in particular. Identifying pretreatment characteristics that predict poor response may allow clinicians to preemptively gear treatments to address these characteristics. Further, if certain characteristics are associated with differential risk in some treatments but not others, this may help clinicians steer patients to modalities that have the highest chance of effectiveness.
Our purpose in the present study was to examine a diathesisstress model of response to treatment that adapts Blatt's (1974 Blatt's ( , 2004 ) personality model of depression vulnerability. Blatt proposed that in the face of a significant stressful life event, individuals characterized by high levels of either of two personality traits-self-criticism or dependency-are vulnerable to depression. Self-critical individuals are characterized by excessive personal demands for goal achievement and constant needs to meet high self-standards. They are described as having chronic fears about being viewed as a failure, are prone to ruminative selfscrutiny and self-blame, and experience feelings of inferiority and guilt (Zuroff & Blatt, 1992) . Dependent individuals rely excessively on interpersonal relationships to provide a sense of identity and well-being, and they spend much time ensuring that they have secure social networks. They are described as fearing abandonment, being interpersonally needy, and being prone to feelings of helplessness and anxiety in relationships (Zuroff & Blatt, 1992) . Self-criticism and dependency prospectively predict elevated levels of depression symptoms (Mongrain, Lubbers, & Struthers, 2004 ).
Blatt's diathesis-stress model has received mixed support. Some studies have found no evidence that dependency or self-criticism elevates risk for MDD onset (Cogswell, Alloy, & Spasojevic, 2006) or depression symptoms (Zuroff, Igreja, & Mongrain, 1990) in the face of stress. Other studies have found a moderating role for self-criticism (or the similar construct autonomy) but not dependency (or "sociotropy") in predicting MDD relapse (e.g., Hammen, Ellicott, Gitlin, & Jamison, 1989; Segal, Shaw, Vella, & Katz, 1992) , whereas others have found the predicted relations for dependency/sociotropy but not self-criticism/autonomy (e.g., Hammen, Marks, Mayol, & DeMayo, 1985; Lam, Green, Power, & Checkley, 1996; Robins & Block, 1988) . Still other studies have found that the diathesis-stress relations in predicting depression symptoms are moderated by other variables, such as self-esteem (Abela, Webb, Wagner, Ho, & Adams, 2006) or dysphoria (e.g., Shahar, 2006) .
Diathesis-stress models of treatment response have been far less extensively studied. From a theoretical perspective, the presence of a personality diathesis could compromise treatment efficacy in the face of stress in a number of ways. For example, individuals high in self-criticism or dependency may simply have a more severe depression (e.g., Luyten et al., 2007) that necessitates more rigorous intervention, particularly when complicated by stress. Further, depression may activate maladaptive cognitive schemas and interpersonal behavior patterns that work to compromise treatment in the face of stress. Self-criticism and dependency have been associated with depressogenic characteristics, such as rumination and excessive reassurance seeking (Davila, 2001; Gorski & Young, 2002) . Finally, high self-criticism or dependency may interfere with treatment compliance or the therapeutic relationship, thereby compromising the individual's ability to benefit from treatment when complicated by stress. Individuals high in self-criticism, in particular, appear to be poor at developing a therapeutic alliance (Zuroff et al., 2000) . These models regarding the possible ways in which personality may interfere with treatment response in the face of stress are not exhaustive, nor are they mutually exclusive. Indeed, they may work together to impair the recovery process.
The assessment of stress in the studies testing Blatt's model has suffered from significant limitations. The majority of the studies reviewed above relied on event checklists, which are subject to depressive and personality biases that may inflate or otherwise distort life event reporting (Monroe & Simons, 1991) . In the present study, life events were assessed with the Life Events and Difficulties Schedule (LEDS-II; Bifulco et al., 1989) , a rigorous contextual interview and rating system that provides standardized, investigator-based ratings of event severity and firmly dates events with respect to treatment and episode onset. Of most proximal significance to the relation of stress to treatment response are events experienced during the treatment period. In a 2-4 week trial of amitriptyline or amoxapine, Lloyd, Zisook, Click, and Jaffe (1981) found that patients who failed to respond reported up to three times more stressful life events during treatment than did those who responded. Similarly, Billings and Moos (1985) found that stressful life events during treatment accounted for 35% of the variance in depression scores following 12 months of treatment in community psychiatric practice. And again, in a trial of IPT plus imipramine, Monroe, Kupfer, and Frank (1992) found that patients who experienced a severely stressful life event in the first 6 weeks of treatment, as assessed by the LEDS, showed a lower likelihood of response at the end of the 16-week acute trial than did those who did not report a severe event. However, severe stress in the second 6 weeks of treatment was unrelated to response at 16 weeks. Monroe et al. (1992) also found that severe stressors experienced immediately prior to treatment predicted poor response after 16 weeks of treatment. Monroe et al. suggested that pretreatment stress may be a marker of a chronically unstable environment, which may necessitate more "work" in treatment. Indeed, they stated that "a stressful environmental context could reflect a personal [ity] style that gives rise to chronically elevated levels of stress" (p. 723). In the present context, then, the effect of pretreatment stress on treatment response may be particularly pronounced in those with a maladaptive personality diathesis.
Finally, researchers have examined stress prior to the onset of the depressive episode. Here, models are informed by traditional theories of depression etiology, which state that depression with a stress-related etiology is a less severe manifestation of the syndrome with a correspondingly more favorable course. In contrast, depression with an "endogenous" (autonomous) onset requires more rigorous intervention. The evidence for this distinction, however, is mixed. In a sample of patients treated with a 6-week ADM trial, Mazure, Bruce, Maciejewski, and Jacobs (2000) found that pre-onset interpersonal stress was associated with a more favorable outcome, whereas achievement stress was associated with a worse outcome. Congruency between the event theme and the patient's diathesis (i.e., sociotropy vs. autonomy) also predicted better outcome. In contrast, studies by Simons, Gordon, Monroe, and Thase (1995) and Spangler, Simons, Monroe, and Thase (1997) failed to find a main effect of pre-onset events predicting response in a 16-week trial of cognitive therapy. Further, Spangler et al. (1997) found no effect of a cognitive diathesis-stress match, based on dysfunctional attitudes and attributional style, on response. Simons et al. (1995) found that patients with the best outcomes were those with low levels of both pre-onset events and cognitive diathesis (i.e., low scores on dysfunctional attitudes) or high levels of both pre-onset events and cognitive diathesis.
The research to date on the relation of stress and diathesis-stress vulnerability to treatment response has left a number of important questions unanswered. For example, studies have yet to examine a diathesis-stress model in the context of stress prior to and during treatment, despite the demonstrated impact of these stressors on treatment response and the theoretical relevance of personality in moderating this impact. Furthermore, no studies have examined the differential relation of stress or diathesis-stress vulnerability to outcome in ADM versus psychotherapy. Given the relations of self-criticism and dependency to depressogenic cognitions, maladaptive interpersonal behaviors, and poor therapeutic alliance, it is possible that these traits will be stronger moderators of stress on response to CBT or IPT than to ADM.
Our first goal in the present study was to examine the relation of stress to response to CBT, IPT, or ADM. We predicted that patients with a severely threatening life event during or prior to treatment would be less likely to respond than patients without such a life event. In contrast, we predicted that severe stress prior to onset would be associated with a superior treatment response. Our second goal was to determine whether the relation of stress to response is moderated by personality. We expected that these hypothesized relations of stress to treatment response would hold only for those high in self-criticism or dependency. Further, we speculated that the diathesis-stress effects on treatment outcome would be stronger in CBT and IPT than in ADM.
Our third goal was to examine whether the above relations extend to nonsevere life events. Research has consistently shown that severely threatening events have the strongest etiologic relation to depression . In contrast, less threatening events, although still unpleasant, may not have the psychological impact necessary to trigger onset. The differential relation of severe versus nonsevere life events to treatment response is less clear. Patients in treatment are already depressed. As such, it is possible that a lower threshold of event severity is required for the "depression-maintaining" effects of stress than for its "depressioninitiating" effect. Monroe et al. (1992) found that "undesirable" events significantly predicted a lower likelihood of response; this was similar to their results for severe events. However, their undesirable life event category included severe events, and, thus, it is possible that the effect for undesirable events was primarily driven by the "nested" severe events. Therefore, the present study is the first to investigate the impact of nonsevere events on treatment response.
Method

Participants
Participants included 113 outpatients (39 men, 74 women; mean age ϭ 43 years, SD ϭ 11.84) in a current episode of major depression according to criteria of the Diagnostic and Statistical Manual of Mental Disorder (DSM-IV-TR; American Psychiatric Association, 2000). They were part of a larger study examining the role of personality on differential response to IPT, CBT, and ADM.
Ethical approval for this study was obtained from the Research Ethics Board at the Centre of Addiction and Mental Health at the University of Toronto. The methodology of this study, including details regarding patient recruitment and trial design, has been reported in detail elsewhere (McBride, Atkinson, Quilty, & Bagby, 2006) . Briefly, participants were recruited via community advertisements or were referred from general practitioners in the greater Toronto area. Participants were first screened over the telephone and, if they passed the telephone screen, again during an in-person interview. Potential participants were required to meet the following inclusion criteria: (a) current DSM-IV-TR (American Psychiatric Association, 2000) diagnosis of nonpsychotic major depression; (b) score of at least 16 on the 17-item Hamilton Rating Scale for Depression (HRSD; Hamilton, 1960) ; (c) between 18 and 70 years of age; (d) free of antidepressant medication for a minimum of 2 weeks prior to study entry; and (e) minimum Grade 8 education and fluency in reading English. Exclusion criteria included (a) a diagnosis of bipolar disorder (past or present), schizoaffective disorder, schizophrenia, substance abuse disorder (current or within the past 6 months), borderline or antisocial personality disorder, or organic brain syndrome; (b) electroconvulsive therapy in the past 6 months; and (c) concurrent active medical illness.
A total of 373 participants completed the initial screening. Of these, 199 were excluded because they did not meet study criteria, leaving 174 who were randomized to treatment. Of these, 34 dropped out of treatment before protocol completion, leaving 140 treatment completers (n ϭ 50 in IPT, n ϭ 47 in CBT, n ϭ 43 in ADM). Dropout rate was not significantly differentially distributed across the three treatments, 2 (2, N ϭ 174) ϭ 3.03, p ϭ .22. Further, there were no significant differences between treatment completers and dropouts on demographic characteristics, selfcriticism, dependency, or baseline HRSD scores ( ps Ͼ .42).
Of the 140 treatment completers, 27 were excluded because the LEDS interview tape was inaudible or damaged, leaving a final sample of 113 (n ϭ 42 in IPT, n ϭ 37 in CBT, n ϭ 34 in ADM). No significant differences were found between the included and excluded participants on any study variable ( ps Ͼ .33). The included versus excluded participants were also not any more or less likely to respond to treatment, 2 (1, N ϭ 140) ϭ 0.95, p ϭ .57. First, Spitzer, Gibbon, & Williams, 2002) . We used the SCID-I/P to assess the presence of major depression and other comorbid DSM-IV disorders. The SCID-I/P is considered the gold standard for clinical diagnoses and has demonstrated strong reliability and validity (Williams et al., 1992) . Interviews were conducted by graduate-level clinical psychology students trained to "gold standard reliability status" on the SCID-I/P, such that their diagnoses matched those of a gold standard rater (i.e., a SCIDtrained clinical psychologist) on at least three consecutive SCID-I/P interviews (see McBride et al., 2006) .
Measures Structured Clinical Interview for DSM-IV Axis I Disorders (SCID-I/P;
HRSD (Hamilton, 1960) . The 17-item HRSD measures the presence and severity of depressive symptoms. Interviews were conducted by graduate-level clinical psychology students, trained to reliability on the HRSD, who were blind to treatment condition. Treatment response was operationalized as a 50% reduction in the 17-item HRSD from baseline to Week 16 and a final HRSD score of less than 8. This definition was chosen as it requires both a relative decrease in depressive symptoms from treatment intake to extake and minimal residual depressive symptoms following treatment.
Depressive Experiences Questionnaire (DEQ; Blatt, D'Afflitti, & Quinlan, 1976) . The DEQ is a 66-item self-report measure that we used to assess the personality traits of self-criticism and dependency. Respondents endorse items on a scale ranging from 1 (strongly disagree) to 7 (strongly agree). The DEQ shows high reliability and validity in the study of depression (Bagby, Parker, Joffe, & Buis, 1994) . Self-criticism and dependency scores were computed with item factor weights derived from Zuroff, Quinlan, and Blatt (1990) .
LEDS-II (Bifulco et al., 1989) . The LEDS-II is a semistructured, contextual interview and rating system that we used to assess the number and severity of stressful life events experienced by participants from 6 months prior to the onset of their index depressive episode to the end of the acute treatment trial. The LEDS queries about events in a number of domains, including health, education, and relationships. A time line that includes anchoring events, such as holidays and birthdays, is used to help the participant with event dating. Brown and Harris (1989) determined that dating reliability is high for up to two years. The time period of recall in the present study falls well within two years.
Life events were subsequently rated by a panel of 2-3 raters who were trained in the Bedford College LEDS procedures for defining and rating life events (see . Raters were trained by Kate L. Harkness, who was originally trained by George Brown and Tirril Harris and who has over 15 years of experience with the LEDS. Raters utilized LEDS manuals, which contain over 5,000 case vignettes, to provide anchoring and standardization of the ratings. Events were rated for their level of contextual threat (i.e., severity) on a 4-point scale (1 ϭ marked, 2 ϭ moderate, 3 ϭ some, 4 ϭ little or none; . Raters were unaware of the date of onset of participants' depression, date of treatment onset, treatment assignment, or participants' subjective reactions to life events; thus, rater bias was minimized. The LEDS interview was administered at the completion of treatment to minimize depressive bias in the recall of life events. For this reason, only treatment completers received the LEDS interview.
In our models, we examined the presence versus absence of a "severe" event or the presence versus absence of a "nonsevere" event. Severe events were rated 1 (marked) or 2 (moderate) on threat and were focused directly on the participant or jointly on the participant and a close other.
1 Nonsevere events were rated 3 (some) or 4 (little/none) on threat and could be of any focus. The time periods examined were (a) 16 weeks during the treatment trial, (b) 16 weeks immediately preceding treatment entry, and (c) 16 weeks prior to index episode onset.
Procedure
After obtaining written informed consent, participants completed the SCID-I/P, HRSD, DEQ, and a number of other measures not relevant to the present study. Participants were then randomly assigned to one of three treatment groups: CBT, IPT, or ADM. Those randomized to CBT or IPT received 16 consecutive weeks of manualized therapy conducted by a psychologist (master's in social work or PhD level) trained and certified in CBT or IPT (see McBride et al., 2006) . The Greenberger and Padesky (1995) Mind Over Mood manual was used by therapists in the CBT condition, and the Weissman, Markowitz, and Klerman (2000) manual was used by therapists in the IPT condition. Patients assigned to ADM were treated for 16 weeks with an antidepressant medication chosen at the discretion of their psychiatrist, according to the Canadian Network for Mood and Anxiety Treatment (CANMAT) guidelines (Kennedy, Lam, Cohen, & Ravindran, 2001 ). These guidelines were developed by the Canadian Psychiatric Association and include detailed rules regarding medication choice, dosage and dosage range, and augmentation schedule for all medications currently used in the treatment of major depression. In the present study, patients in the ADM condition began treatment with the following medications: citalopram (n ϭ 14), fluoxetine (n ϭ 1), fluvoxamine (n ϭ 1), sertraline (n ϭ 5), venlafaxine (n ϭ 7), or bupropion (n ϭ 6).
2 At treatment completion, participants received the LEDS interview.
Data Analysis
The study hypotheses were examined through a series of hierarchical logistic regression models in which treatment response was predicted from treatment group, self-criticism, or dependency and the presence versus absence of (a) a severe life event during treatment, (b) a severe life event prior to treatment, (c) a severe life event prior to onset, (d) a nonsevere event during treatment, (e) a nonsevere event prior to treatment, or (f) a nonsevere event prior to onset, respectively, as well as all two-and three-way interactions among treatment group, personality, and events.
Self-criticism and dependency were reported in separate models for three reasons. First, these two traits are conceptually and empirically orthogonal (r ϭ Ϫ.03, p ϭ .76 in the present sample; Zuroff, Santor, & Mongrain, 2004) . Self-criticism and dependency are generally examined separately in the literature, and, thus, we had no basis for predicting that the relation of one trait in interaction with life events or treatment type would be further moderated by the other trait. Second, in preliminary analyses, the results for all models including one trait were robust when controlling for the other trait. Further, all two-way interactions of self-criticism and dependency and their three-way interactions with life events or treatment type were not significant.
Preliminary analyses also revealed that results for models examining the three treatment groups separately were identical to, although not as strong as, results for models that combined the CBT and IPT groups. Therefore, for the sake of increased power and interpretability, models including the combined psychotherapy groups are presented below.
Results
Descriptive Characteristics
Seventy-six (67%) of the final sample of 113 participants met criteria for response at the end of the 16-week treatment trial. The numbers of patients who experienced at least one severe life event during treatment, prior to treatment, or prior to onset were 37 (33%), 40 (35%), and 22 (19%), respectively. The numbers who experienced at least one nonsevere event during treatment, prior to treatment, or prior to onset were 84 (74%), 57 (50%), and 39 (35%), respectively. Those with versus without events were not significantly differentially distributed across IPT, CBT, or ADM ( ps Ͼ .22).
Those with versus without a severe event at any time did not differ on age, gender, Blishen Index, number of previous episodes, or age of onset of first episode. However, those with a pre-onset severe event had significantly higher baseline HRSD scores than did those without (Ms ϭ 19.64, 17.60; SDs ϭ 3.91, 3.43), t(110) ϭ 2.43, p Ͻ .05. Those with versus without a nonsevere event at any time did not differ on gender, age, or number of previous episodes. However, those with an nonsevere event during treatment had lower Blishen scores (Ms ϭ 39.74, 49.61; SDs ϭ 20.00, 15.26), t(111) ϭ 2.42, p Ͻ .05, than did those without. In the analyses below, models including HRSD scores and Blishen Index did not differ from the uncontrolled models. Therefore, for ease of interpretability, the uncontrolled models are presented.
Personality and Severe Events Predict Treatment Response
In the model containing treatment group, dependency, and severe events during treatment, the first step was significant, 2 (3, N ϭ 113) ϭ 11.57, p Ͻ .01. The effect of treatment group was significant, such that patients in ADM were significantly more likely to respond than were those in IPT or CBT, OR ϭ 3.43, Wald ϭ 6.77, p Ͻ .01, 95% CI [1. 36, 8.66 ]. In addition, those with a severe event during treatment were less likely to respond, at a trend level, than those without, OR ϭ 2.00, Wald ϭ 2.88, p Ͻ .10, 95% CI [0.90, 4.46] . Neither the second step, 2 (3, N ϭ 113) ϭ 5.86, p ϭ .12, nor the third step, 2 (1, N ϭ 113) ϭ 0.68, p ϭ .41, significantly improved prediction.
Dependency was not predictive of treatment response, either alone or in interaction with treatment group for any of the subsequent life event variables. Therefore, for the sake of brevity we present the rest of the models with self-criticism only below and in Tables 2 and 3.   5 Model 1: Severe events during treatment, self-criticism, and treatment response. As shown in Table 2 , the first step of the model containing the effects of treatment group, self-criticism, and severe events during treatment was significant. As above, the main effect of treatment condition was significant and events predicted response at a trend level. The interactions of severe event with both treatment type and self-criticism were also significant.
Follow-up analyses of the Treatment Group ϫ Severe Life Event interaction revealed that the presence of a severe event during treatment was significantly related to a lower likelihood of response in the ADM condition, 2 (1, N ϭ 34) ϭ 5. Figure 1) . Follow-up analyses of the Severe Life Event ϫ Self-Criticism interaction indicated that higher self-criticism scores significantly predicted a lower likelihood of response among those with a severe event during treatment, 2 (1, N ϭ 37) ϭ 5. Figure 2) .
The three-way interaction of self-criticism, treatment group, and life event was not significant. Nevertheless, when we performed exploratory stratification by treatment type we found that, consistent with our hypothesis, in the psychotherapy conditions high self-criticism predicted a lower likelihood of response in the presence of severe events during treatment, OR ϭ 6.21, Wald ϭ 3.91, p Ͻ .05, 95% CI [1.02, 37.04]. However, in the ADM condition there was no significant interaction of self-criticism and stress ( p ϭ .60).
Model 2: Severe events prior to treatment, self-criticism, and treatment response. 6 The first step of the model containing the effects of treatment group, self-criticism, and severe events prior to treatment was significant, as was the step containing the two-way interactions (see Table 2 ). Similar to the results reported above and displayed in Figure 1 for events during treatment, the presence of a severe event prior to treatment was significantly related to a lower likelihood of response in the ADM condition, 2 (1, N ϭ 33) ϭ 8.07, p Ͻ .05, OR ϭ 18.18, 95% CI [1.72, 200.00], but was not related to response in the psychotherapy conditions, 2 (1, N ϭ 79) ϭ 2.16, p ϭ .34, OR ϭ 1.00, 95% CI [0.39, 2.61]. In addition, 5 Full details of the analyses examining dependency in relation to pretreatment and pre-onset severe events, as well as nonsevere events at all time periods, are available from the authors.
6 There were 18 individuals who had their index episode onset less than 16 weeks prior to the start of treatment, and this raises the possibility that their pretreatment events might be the same as their pre-onset events. Upon examination of the raw data we found only one individual who reported a severe event that overlapped the pre-onset and pretreatment periods and only three individuals who reported a nonsevere event that overlapped these two periods. Results were robust when these individuals were excluded from the relevant analyses. Note. All comparisons between responders and nonresponders were not significant ( ps Ͼ .22). HRSD ϭ Hamilton Rating Scale for Depression; MDD ϭ major depressive disorder. a The Blishen Index is the Canadian socioeconomic index. The scale contains 514 professions ranked on a scale with a mean of 42.7 and standard error of 13.3 (Powers, 1982) . The Blishen Index value and household income of the present sample together indicate the sample to be middle class by Canadian standards.
although the Severe Life Event ϫ Self-Criticism interaction only approached significance, the pattern was the same as that reported above and displayed in Figure 2 , such that higher self-criticism scores significantly predicted a lower likelihood of response among those with a severe event prior to treatment, 2 (1, N ϭ 37) ϭ 4.85, p Ͻ .05, OR ϭ 3.48, 95% CI [1.10, 12.05], but were not related to response among those with no severe event prior to treatment, 2 (1, N ϭ 76) ϭ 0.08, p ϭ .77, OR ϭ 0.90, 95% CI [0.44, 1.84].
The likelihood of experiencing a severe event prior to treatment was significantly correlated with the likelihood of experiencing a severe event during treatment (r ϭ .78, p Ͻ .005). This raises the possibility that events prior to and during treatment may not be operating independently of each other in affecting treatment response. Nevertheless, when we ran the above model controlling for events during treatment, the pattern of results remained the same. Similarly, when we ran Model 1 controlling for events prior to treatment, the results were robust.
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Model 3: Severe events pre-onset, self-criticism, and treatment response. The first step of the model containing the main effects of treatment group, self-criticism, and severe events in the 16 weeks prior to onset approached significance, but neither the second nor the third steps resulted in significant improvements in the model (see Table 2 ).
Personality and Nonsevere Events Predict Treatment Response
Model 4: Nonsevere events during treatment, self-criticism, and treatment response. The first step of the model containing treatment group, self-criticism, and nonsevere events during treatment was significant, with treatment group a significant predictor. However, neither the second nor the third step significantly improved prediction (see Table 3 ).
Model 5: Nonsevere events prior to treatment, self-criticism, and treatment response. The first step of the model containing treatment group, self-criticism, and nonsevere life events prior to treatment was significant, with treatment group again emerging as 7 Full details of these analyses are available from the authors by request. a significant predictor (see Table 3 ). However, neither the second nor the third step significantly improved prediction. Model 6: Nonsevere events pre-onset, self-criticism, and treatment response. The first step of the model predicting response from treatment group, self-criticism, and nonsevere life events in the 16 weeks prior to onset was significant (see Table 3 ). In direct contrast to the models above for severe events, the presence of a nonsevere event prior to onset significantly predicted a higher likelihood of response. In particular, 79% (32/40) of those with a nonsevere event prior to onset responded to treatment versus 62% (45/73) of those without. The second and third steps did not add significantly to the model.
Discussion
Consistent with a diathesis-stress model of treatment response, in the face of a severe life event prior to or during treatment, individuals high in self-criticism experienced poor treatment response compared to those low in self-criticism. Further, the effect of stressful life events on treatment response was expressed differentially for psychotherapy versus antidepressant medication.
Severely stressful life events experienced during or immediately prior to treatment significantly predicted poor response to antidepressant medication but were not related to response in the psychotherapy conditions. In direct contrast, nonsevere events experienced prior to episode onset significantly predicted superior response to treatment overall.
Stressful Life Events and Differential Treatment Response
Our findings add to a growing body of research suggesting that severe life events experienced during or prior to treatment predict a poor response to treatment. What is unique about the present results, however, is that they extend this area of research by suggesting that this relation may be specific to ADM, as these events were not significantly related to response in the psychotherapy conditions. One possible explanation for this finding is that, in general, CBT and IPT may protect patients against the depression-maintaining effects of severe stress by equipping them with skills and techniques that help them cope with stress. For example, in CBT, patients learn to identify and restructure depressogenic thoughts and behaviors that occur in response to events in the environment (Greenberger & Padesky, 1995) . Similarly, IPT was designed to improve patients' interpersonal skills in response to stressors in the interpersonal domain (e.g., interpersonal conflict, social role transition; Klerman, Weissman, Rounsaville, & Chevron, 1984) . ADM does not explicitly equip the patient with stress-coping skills. As a result, individuals in the ADM condition may have remained vulnerable to severe life events. In contrast, nonsevere events experienced during or prior to treatment were not significantly associated with treatment response. At first glance these results appear difficult to reconcile with those of Monroe et al. (1992) , who found that "undesirable" events experienced prior to or during the first 6 weeks of treatment predicted a significantly lower likelihood of response that was similar to their and our results for severe events. However, they defined undesirable events as the top 3 points, 1 (marked), 2 (moderate), or 3 (some), on the LEDS threat scale and thereby included severe events in the variable. As a result, it is possible that their results for undesirable events were primarily driven by the severe events included in this variable. Indeed, when we define undesirable events in this way in our sample, we obtain results that replicate those of Monroe et al. and that replicate exactly the pattern we report for severe events. 8 The present paper is the first to our knowledge to examine the relation of nonsevere eventsthat is, those rated 3 (some) or 4 (little/none) on threat-to treatment response. We suggest from our results that these relatively more minor events occurring prior to or during treatment may not have sufficient impact to affect the recovery process. This is good news, as these events (e.g., argument with a spouse) have a much higher base rate than do severe events (e.g., revelation of spouse's extramarital affair). However, these results do not necessarily imply that therapists should ignore nonsevere events that occur in temporal proximity to treatment, as these minor events may spiral into the sorts of severely stressful events that do have a negative impact on treatment. Although this possibility was not examined in the present study, it is possible that nonsevere events could provide the therapist and patient with fodder for the work of therapy, in effect jump-starting the therapeutic process and providing models for dealing with the more impactful severe events that may occur to the patient in the future.
Nonsevere events experienced prior to onset predicted better treatment response. The explanation for this finding is unclear at present and requires further study. One possibility suggested by traditional theories of etiology is that stress-related depression is a less severe (nonendogenous), less chronic subtype that is more treatment responsive, in general. In our sample, individuals with a nonsevere event prior to onset had slightly higher baseline HRSD scores than did those without, and the event variable continued to predict treatment response when HRSD scores and depression history were included in the model. Therefore, results in the present study cannot be explained by individual differences in depression severity or history. However, this does not preclude the possibility that these variables may further moderate the relation of stress and/or personality to treatment response. For example, studies have found that nonsevere events are more strongly associated with the onset of a recurrent episode of depression than a first onset due to the mechanism of stress sensitization (see Monroe & Harkness, 2005) . We did not have the power in our sample to further stratify our models by depression history, and, thus, researchers need to determine whether nonsevere events predict better treatment outcome in certain subgroups of depressed individuals.
The relation of nonsevere events to treatment outcome may also be accounted for by the effect of these stressors on treatment processes. For example, individuals whose depression is triggered by nonsevere events may be able to use those triggers to better understand their depression during the work of IPT or CBT, or even during the supportive clinical management component of ADM. Future research with larger samples should examine the potential differential relation of nonsevere and severe stress to therapeutic process and content, as well as the temporal relation of nonsevere to severe events prior to and during treatment. 
Diathesis-Stress Model of Treatment Response
Consistent with the main study hypotheses, severe events predicted poor treatment response in the context of an elevated diathetic load. That is, individuals who were compromised in their personality functioning showed a depressogenic reaction to severe stress. The present findings are consistent with Blatt's (1974 Blatt's ( , 2004 ) diathesis-stress model of depression vulnerability and expand it to the treatment context. We further hypothesized that the moderating role of personality on the relation of stress to treatment response would be stronger in the psychotherapy conditions than in the ADM condition. The interaction of self-criticism and stress was not further significantly moderated by treatment type, likely due to the limitations of our sample size for detecting a three-way interaction. Nevertheless, when we performed exploratory stratification by treatment type we found that, consistent with our hypothesis, in the psychotherapy conditions high self-criticism predicted a lower likelihood of response in the presence of severe events during treatment. This relation held for severe events prior to treatment but at only a trend level of significance. However, in the ADM condition there was no significant interaction of selfcriticism and stress. That is, whereas stress exerted a direct deleterious effect on treatment response in ADM, stress compromised treatment in psychotherapy only in those with high trait selfcriticism.
The precise mechanisms mediating the relation of self-criticism to poor treatment response in the face of stress were not empirically addressed in the present study. We suggest earlier in the paper that individuals high in self-criticism might suffer from a more severe depression that, thus, necessitates more rigorous treatment, in particular when complicated by stress. However, in the present sample, no evidence was found for a relation of selfcriticism to baseline HRSD scores, and all models were robust when controlling for baseline depression severity. In addition, we suggest that individuals high in self-criticism are prone to depressogenic cognitions and interpersonal behaviors that may be activated by stress, thereby prolonging the recovery process. Although the present study was not set up to test this model explicitly, it has been found previously that various specific stressors (e.g., romantic rejection, failure to achieve an important goal) can activate depressive tendencies in individuals high in self-criticism (Zuroff & Mongrain, 1987) . Indeed, by interfering with the very mechanisms through which IPT and CBT are theorized to exert change, this mechanism may provide a potential explanation for the preferential effect of high self-criticism in these treatment groups.
Finally, research has shown that those high in self-criticism are especially poor at developing a strong therapeutic alliance (Zuroff et al., 2000) . Indeed, individuals high in self-criticism are less agreeable (Dunkley, Blankstein, & Flett, 1997) , less trusting of others, less willing to accept suggestions from others (Santor & Zuroff, 1997) , and prone to an avoidant attachment style that leads to cold, distant, and hostile interactions (Zuroff & Duncan, 1999) . Again, although this point was not explicitly addressed in the present study, it is possible that in the face of a stressful life event, the maladaptive interpersonal tendencies of these individuals may have limited their ability to ally with, trust, or accept suggestions from their clinician in CBT or IPT. Such interpersonal processes are not as crucial to success in the context of ADM, and this provides a potential explanation for the results seen here.
Contrary to expectations, no significant moderating effect of dependency on treatment response was evident. It has been suggested (Blatt, Zohar, Quinlan, Zuroff, & Mongrain, 1995; Rude & Burnham, 1995) that dependency actually contains two subfactors, one representing the adaptive aspects (connectedness) and the other representing the maladaptive aspects (neediness). Exploratory analyses of these subfactors in the present sample yielded stronger effects for connectedness than for neediness.
9 Therefore, future studies examining diathesis-stress models of dependency may benefit from a more fine-grained examination of connectedness.
Study Strengths and Limitations
The present study had many strengths, including random assignment of patients, use of manualized IPT and CBT and a standardized algorithm of pharmacotherapy, and use of a rigorous, contextual stressful life event interview. Nevertheless, the results should be interpreted in light of the following limitations. First, the moderate sample size may have limited our ability to detect the three-way interaction of life events, personality, and treatment group. Therefore, replication of the present results in a larger sample is needed. Larger samples would also allow for the stratification of the above models on the basis of additional variables, such as depression severity or depression history, that may be differentially associated with depression vulnerability in the face of stress and personality diathesis.
Second, we did not have ethnicity data for our sample because our ethical review board did not allow us to collect this information. However, this sample was drawn from the downtown core of the most ethnically diverse city in the world, according to the United Nations, and, anecdotally, many of our participants hailed from diverse countries (e.g., Bangladesh, China, Colombia, Ireland).
Third, our results pertain only to the prediction of acute treatment response. Monroe et al. (1992) determined in their sample that stress prior to treatment entry continued to predict a lower likelihood of response at 45 weeks, whereas stress during treatment was no longer related to response over the extended period. Our design was not set up to test hypotheses related to sustained response/remission. Therefore, future studies employing a longer follow-up design are required to replicate the results of Monroe et al. and to determine whether the diathesis-stress models reported here predict individual differences in response sustained to episode remission or recovery over an extended follow-up. Further, it is important to note that Monroe et al. found predictive effects for severe events occurring early in treatment (first 6 weeks) but failed to find a relation to response for events occurring in the second 6 weeks of treatment. When we examined stressful events early versus late in treatment, our sample contained too few individuals with events to permit statistical analyses. Therefore, fine-grained questions regarding the precise timing of events and their impact on response as moderated by treatment group and personality diathesis remain as an important area for future research. In addition, the present results pertain only to those patients who completed the full 16-week trial. Nevertheless, dropouts were not differentially distributed across treatments, nor were there differences on the traits of dependency or self-criticism between treatment completers and noncompleters.
Fourth, the life event information was collected retrospectively at the end of treatment. Therefore, biases on the part of participants may have influenced the report of event occurrence and severity. The LEDS addresses the issue of respondent bias in several ways. Respondents are queried in detail about the contextual features of events, and these facts surrounding the events are used by rigorously trained raters who apply standardized manualized criteria to the ratings. Raters were blind to the respondents' treatment assignment, response status, personality profile, and subjective perception of events. A large body of evidence has supported the LEDS as the gold standard in life event assessment (e.g., McQuaid, Monroe, Roberts, Kupfer, & Frank, 2000) .
Finally, it should be noted that our results occurred in the context of a significantly superior overall response rate in the ADM condition versus IPT and CBT. Indeed, our ADM condition was associated with a much higher response rate (i.e., 79%) than that generally reported in the literature for monotherapy ADM. However, it is understood clinically that often patients do not respond to any one antidepressant medication, and augmentation or switching strategies are typically employed in clinical practice. In the recent STAR ‫ء‬ D trial, for example, response rates were boosted by up to 50% through augmentation with a second and third ADM (e.g., Rush et al., 2006) . 10 The use of the CANMAT guidelines in the current study may have allowed treating psychiatrists to maximize therapeutic effectiveness by tailoring the treatment to the individual in the context of systematic guidelines (Kennedy et al., 2001) . It is particularly intriguing, then, that severe stress still compromised this optimized treatment strategy.
The findings from the present investigation have important clinical implications for the treatment of MDD. For example, the likelihood of successful response in ADM may be enhanced by supplying patients with resources for coping with stress that may occur during treatment (e.g., intensive clinical management or links to external support). In addition, response to treatment for depression, in general, may be enhanced by identifying patients high in self-criticism and targeting them for more rigorous stresscoping interventions and/or working more explicitly to nurture the therapeutic relationship. 10 Our sample likely represented a group more likely to respond to treatment than that studied by the STAR ‫ء‬ D trial. In the STAR ‫ء‬ D trial, nearly 80% of the patients had chronic or recurrent depression with substantial medical and/or psychiatric comorbidities (Rush et al., 2006) . In contrast, only 63% of our sample had experienced more than one lifetime episode, and we excluded most comorbid conditions.
